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CO0010

FOR RADIOLOGICAL STAFF-TO COMPLETE. (TECHNOLOGISTS AND NURSES)
Any prior CT scans (when/where?):_______________________________________________________________________________

Laboratory Data: Creatinine:___________________ eGFR:_ ______________  Date:_____________  Drawn at:________________

Pt. Assessment: Alert:  YES  or  NO	 Procedure Explained:  YES  or  NO	 Verbalizes Understanding:  YES or  NO

Oral Contrast: Positive/Negative Type:_____________________  Amount:_________ ml started drinking at:___________________

IV Contrast: Type:_ _________________________ , Volume:______________ ml

Intravenous Site: #_ _________g in _______________________________Circle one:    In Place    or    Started By:	 (Initials)

Injection: Hand or Power injection @___________ ml/second flow rate.

Post Contrast: q Patient tolerated injection well.

Advised to drink several glasses of water today:  YES  or  NO	 Diabetic instructions given:  YES  or  N/A

Additional Notes or changes:__________________________________________________________________   Date:_ ___________

Injection by:_ _____________________________  Scan completed by:_ ____________________________, RT   Time:____________



CO0010

Women age 12-55: I believe that I am not pregnant, 
nor am I a nursing mother.  _ _____  (Pt. initial)

I have read and understand the above and all of my questions have been answered.  

YES    NO

________________________________ 	 _________________________ 	 _____________ 	

________________________________ 	 _________________________ 	 _____________ 	

________________________________ 	 _________________________ 	 _____________ 	

________________________________ 	 _________________________ 	 _____________

(Patient Signature)

(Parent/Legal Guardian)

(Witness)

(Physician) (Date)

(Date)

(Date)

(Date) (Time)

(Time)

(Time)

(Time)
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